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SUGGESTED CLASSIFICATION OF TUBERCULOSIS.

By W. B. KNOBEL, M.A., M.D., "M.R.C.P.
Resident Physician Brompton Hospital.

\VITII the inception of a comprehensive scheme for dealing with
tuberculosis in London, it appears to me to be essential that some new
and definite method of classifying cases of tuberculosis should be adopted,
and its use made obligatory for all medical officers of dispensaries, hospitals,
and sanatoriums dealing with County Council or State patients. It is only
in this way that uniformity in classification and disposal of patients can be
obtained, and statistics as to the results of treatment rendered more valuable.

Looking at the whole question of tuberculosis from the communal
point of view, if progress is to be made in diagnosis and treatment, it
must come largely from more systematised and complete methods of
observation, and the more uniform grading of patients with a view to their
disposal to graded sanatoriums. This can only be effected by the adoption
of definite routine methods and a more or less rigid classification.

It would, I think, be almost impossible to get any body of consulting
physicians or tuberculosis officers to agree to any classification of tuber
culosis, owing to the widely different views that are held as to the
importance of any particular sign and symptom and the tendency there
is for doctors to be individualistic. I feel, therefore, that if it is advisable
to have a standard classification, as I hold that it is, it is necessary that it
should be adopted and put forward by the authority responsible for the
control and treatment of tuberculosis.

It is not necessary for me to criticise existing methods of classification;
the only one that has been in general use is the Turban-Gerhardt. which
everyone will agree is very unsuitable. The latest classification, that of
Dr. Burrell, published in the Lancet of July 31, 1920, might be useful in
a chest hospital or sanatorium, but does not seem to me to be suitable
for tuberculosis officers, and is too dependent upon the physician's and the
patient's opinion as to his capability of work.

The classification I put forward is not designed to group cases according
to their suitability for any particular individual treatment, but to separate
cases into definite categories, in order to systematise their observation
and disposal, and to form standards by which the results of treatment in
the mass can be compared.

It is based on the presence or absence of two factors only, viz., the
presence or absence of tubercle bacilli in the sputum and the presence.
absence and extent of moist sounds (crepitations) . Experience and statistics
go far to prove that in the main the prognosis is distinctly worse in the
T.B. + case as compared with the T.B. -, and that cases with definite
moist sounds on the whole do badly.

Further post-mortem and X-ray evidence strongly support the view
that the area over which crepitations are heard is usually, if not always,
considerable less than the area of actual disease.

I feel, therefore, that a classification based on these two factors is
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simple and straightforward, and depends as far as possible on facts and
not on opinions. I do not pretend that it is perfect, or wholly scientific,
but it is, I think, practical and capable of being usefully employed by
both highly skilled observers and others.

The following is the classification in detail.

A.-STAGE OF OBSERVATION OF SUSPEOTED ACTIVE PULMONARY
rrUBERCULOSIS IN ADUL1.'S AND CHILDREN.

It is, of course, obvious that undiagnosed cases, though suspect, cannot
strictly be included in a classification of a disease, yet, from the practical
point of view, I think that suspected cases of pulmonary tuberculosis
should be put at once into a definite class as:-

Al.-Patients exhibiting signs and symptoms suggestive of pulmonary
tuberculosis with indefinite physical signs in the chest, require dispensary
observation. Further, I suggest that dispensary observation should be
for a definite time and follow a definite routine. Thus the patient should
be under observation for one month. The temperature should be taken
twice a day. He should be examined and weighed once a week, and
the sputum examined once a week. The teeth and throat inspected and
treated if necessary, and any other source of toxeemia eliminated. A
von Pirquet and complement fixation test applied, and an X-ray
examination made, &c.

If, after one month's intensive dispensary observation, the case cannot
be diagnosed it passes into the second group.

A2.-Patients after one month's dispensary observation in whom the
signs and symptoms suggestive of pulmonary tuberculosis persist, and the
physical signs in the chest remain indefinite; if undiagnosable require
observation in hospital.

A2 cases admitted into hospital should be diagnosed definitely one
way or the other after one month's observation in hospital.

B.-DIAGNOSED CASES OF ACTIVE PULMONARY TUBERCULOSIS IN
ADULTS AND CHILDREN OVER 12 YEARS.

Bl.-Early cases.
(a)' T .B, -, physical signs in the chest indefinite or limited to the

physical signs of fibrosis. Diagnosed after observation in
dispensary or hospi tal.

(b) T.B. +, physical signs in the chest:indefinite or limited to the
physical signs of fibrosis.

It would, I think, be advisable to lay down that all cases of pleurisy,
with and without effusion, in the absence of any other recognisable cause
should be regarded as tuberculous and included in the diagnosed cases.
of pulmonary tuberculosis.

Further, I think that all cases of a definite frank hremoptysis (not
coloured or streaked sputum) in the absence of any other pathological
conditions should be regarded at once as cases of pulmonary tuberculosis.

B2.-Medium cases.
(a) T.B. -, definite moist sounds (crepitations) limited to one apex.
(b) T.R. +, definite moist sounds (crepitations) limited to one apex.
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For the purpose of classification, the apex should be defined as the
area above, say the lower border of the second rib in front (that is, it ~oes
not include the second interspace) and above the spine of the scapula behind,
'l'his area should be indicated by a line drawn across the chest diagrams
and only cases with crepitations marked above this line should be included
in the group B 2.

I would point out that although I have called Bl cases" early cases"
and B2 'cases .. medium cases" it does not necessarily follow that the
prognosis in B2 cases is always worse than in the Bl cases. In fact it is
probable that the prognosis in the T.n. - cases with crepitations at one
apex ' (B2a group) may'o'n the whole be better than in the cases that are
T.B. + without physical signs (B'l b group.)

B3.-Advanced cases.
(a) Cases .with crepitations extending lower than the apex on one

side, or present on both sides.
(b) Bland B 2 cases plus tuberculous laryngitis.
(c) Acute or miliary cases.

In spite of the fact that every observer can bring forward individual
'Cases in the TI3a group that have done well, it will, I think, be conceded
that the big majority of them do very badly and I feel that from the
administrative point of view it is right to classify them as advanced cases.

B 4.-Fibroid phthisis. Tuberculous.
I have separated these cases into a group alone. The case of extensive

unilateral fibrosis which follows a very chronic course extending over many
years appears to be of so different a type as to warrant a separate class.
Moreover, they require different treatment and disposal. They might
be subdivided into stationary and progressive.

B 5.-Cases of bronchitis, emphysema or asthma, plus pulmonary
tuberculosis.

I have felt that it is necessary to put these separately owing to the
difficulty of determining the extent of the tuberculous disease , and the
different treatment they require.

C.-PULMONARY TUBERCULOSIS IN CHILDREN under 12 YEARS.

o .1 d.o not think 0 a?;r us?ful .purpose would be served by definitely
indicating any sub-divisions In this group. The particular type of disease
'Could be added after the group number-as hilum or miliary.

D.-SURGICAL TUBERCULOSIS.

(1) Children under 12 years .
(2) Adults and children over 12 years.

E.-STATE OF ARRESTED TUBERCULOSIS.

I think that the inclusion of this group in a classification would . be
distinctly useful in definitely showing the result of treatment or the
presence of old disease. Further, if such a classification were officially
adopted it might be possible to officially notify the stage of arrest .an d
thus remove some of the stigma it is felt that patients derive from being
notified as suffering from tuberculosis.



December, 1920J CLASSIFICATION OF TUBERCULOSIS 113

CLASSIFICATION OF SUSPECTED AND DIAGNOSED CASES OF ACTIVE
TUBERCULOSIS.

A.-STAGE OF OBSERVATION OF SUSPECTED ACTIVE PULMONARY
TUBERCULOSIS IN ADULTS AND CHILDREN.

(1) Patients exhibiting signs and symptoms suggestive of pulmonary
tuberculosis with indefinite physical signs in the chest. Require dis
pensary observation.

(2) Patients .after one month's dispensary observation in whom the
signs and symptoms suggestive of pulmonary tuberculosis persist and the
physical signs in the chest remain indefinite. If undiagnosable require
observation in hospital.

B.-DIAGNOSED CASES OF ACTIVE PULMONARY TUBERCULOSIS IN
ADULTS AND CHILDREN OVER 1~ YEARS.

Bl.-Early cases.
(a) T.n. - physical signs in the chest indefinite or limited to the

physical signs of fibrosis. Diagnosed after observation in
dispensary or hospital.

(b) T.D. + physical signs in the chest indefinite or limited to the
physical signs of fibrosis.

B2.-'-Medium cases.
(a) T.n. - definite moist sounds (crepitations) limited to one apex.
(b) T .D. + definite moist sounds (crepitations) limited to one apex.

B3.-Advanced cases.
(a) Cases with crepitations extending lower than the apex on one

side or present on both sides.
(b) ill and D2 cases + tuberculous laryngitis.
(c) Acute or miliary cases.

B4.-Fibroid phthisis, tuberculous.
D5.-Cases of bronchitis, emphysema or asthma + pulmonory tuber

culosis.

C .-PULMONARY TUBERCULOSIS IN CIIILDREN UNDER 12 YEARS.

D.-SURGICAL TUBERCULOSIS.

(1) Children under 12 years.
2) Adults and children over 12 years.

E.-STAGE OF ARRESTED TUBERCULOSIS.
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